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I N THIS communication, it is the intention to present briefly the venereal- 

disease experience in the R.C.A.F. from the outbreak of hostilities to the 
end of June, 1945; to discuss the program adopted during 1944; and to present 
the findings of a study of data recorded on 4,472 Notification, Contact and 
Facilitation Reports submitted to Air Force Headquarters during 1944, by unit 
medical officers and command venereal-disease control officers. 

The material presented, besides being of interest to the medical services 
of the armed forces, may afford useful information to physicians in practice and 
to public health agencies in particular, in their efforts to control venereal 
disease. 


The Incidence of Venereal Disease in the R.C.A.F. 


In view of the lack of accurate figures on the incidence of venereal disease 
among the civilian population, a brief consideration of the recorded venereal- 
disease experience among male Air Force personnel in Canada is of interest. 
The trend in attack rates, by quarter-years from January, 1940, to June, 
1945, is illustrated by Figure 1. All rates are expressed per 1,000 strength 
per annum. 

There was little important change in the recorded incidence of V.D.G. and 
V.D.S. among male Air Force personnel up to the end of 1942. From the 
fourth quarter of 1942, through 1943, there was a substantial decline in the 
incidence of V.D.G. and V.D.S., but more particularly in the latter disease. The 
improvement in respect of V.D.S. persisted throughout 1944, whereas the inci- 
dence of V.D.G., which during 1943 was more than twenty-five per cent below 
that for 1942, remained much the same. 

The regular collection of information on the incidence of non-specific ure- 
thritis (venereal) was not begun until the first quarter of 1943. Since that 
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time, the recorded case incidence has steadily increased. During the second 
quarter of 1945 the rate actually exceeded that for V.D.G. 

During the period for which data on all three principal components of the 
venereal-disease rate—V.D.S., V.D.G. and N.S.U. (Ven.)—are available, the 
combined venereal-disease rate actually showed a persistent upward tendency, 
reaching an annual rate of approximately thirty per thousand in the latter part 
of 1944, and a rate of thirty-five per thousand in the second quarter of 1945. 


ANALYsIS OF NOTIFICATION Reports, 1944 


Early in the War, the need for close collaboration between service and 
civilian health authorities, in the effective control of venereal disease, was recog- 
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nized. Providing the necessary data on contacts was considered to be a major 
function of the service medical authorities, whereas the investigation and 
follow-up of contacts is a major function of the civilian health authorities. 

To this end, the R.C.A.F. Medical Branch introduced, early in 1941, a 
routine system of collecting and transmitting information on all V.D. cases, 
alleged contacts, and the facilitation process to all competent authorities. After 
one year’s experience with a trial form (R.233), the data collected and the re- 
sults obtained were reviewed and a new Notification, Contact and Facilitation 
Record (M.66) was introduced. This form is reproduced in Figure 2. 

Under the plan, immediately upon the diagnosis of every new case, the 
attending medical officer interviewed the patient and recorded the required 
facts on the confidential report form. The report was reproduced in quadru- 
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plicate, one copy retained by the unit medical officer and three copies sent to 
command headquarters. Of the latter three copies, one was passed to the Pro- 
vincial Health Department, one to Air Force Headquarters (Venereal Disease 
Control) and one copy was retained by the Command V.D. Control Officer. 
This arrangement ensured that the most complete information obtainable re- 
garding cases, alleged contacts, and the facilitation process would become 
promptly available to all four medical agencies concerned. 





CONFIDENTIAL RCAF mw. 66 
ROYAL CANADIAN AIR FORCE 0-12-46 
M H.Q 885-666 
NOTIFICATION, CONTACT & FACILITATION RECORD 
(Venereal Disease) 
Disease: VODS..... V0G.... Chancroid.... nsu(Ven.).... Qaperting Git... nccccsceccccceces 
Service: RCAF.... RAF.... RAAF. ....000 Ge isccnas GE a divccivecevasswedssccaccces 
THE CASE 
1, MUMBO... ceceeeenes RANK... 2 eee eeeee ROM. cc cccccccccccececescecceececcoccecoscocesoseces WGRaccccccccccccccs 
2. Trade cr category.......ccccsececscees CertCad SERGE cccccccacccocccocese Oi va ccavscsnaseccienccesdeces 
Do CARO OF ERD ISRREM cc ccccccccccccescess Date of first symptom.............. Oate reported to M.0.......ceeeceees 
&. Date of suspected exposure............ Parent unit at time of exposure..........scccccceess Condom worn?....... 
5. Exposure occurred while on: annual leave...... em. leave...... 88 br. pass...... late pass...... other....... 
6. Diagnosis (official nomenclature).......ccccccccscccccccscccccccccccccccccccecceccstccccese GMB. ccccccecszcces 
7. Diagnosis confirmed by: Snear....... Culture....... Oark field....... Blood test....... Spinal fivid.......... 
8. any previous treatment before diagnosis?......... Type of treatment .......ccccecccsccccccees wdececcccccccccccecs 
0... Oe een otene feiuitian Garter, antl, Gremnies, GIT, SUOCIII cc cncccccoccencecccccecccencnecsetactecccececsens 





THE ALLEGED CONTACT (If nore than one contact, prepare separate sheets for each) 
10. Name (record also petnames and aliases) 


$2. MBTORBecccccccdcccccccccccscccocccccccccccecesccoecececocececoosececcoose Relationship, if any.......--see00e- 
12. Places usually seen or commonly frequented. .......cccccccccccceccccweccccccccccccccccccccccescccetscsescescsces 
99. M@rcccccccccece Marital status............ese0e Height: short............ GSGIEM. cocccccece CaB8. cccccccccsece 
1%. Colour of eyeS........-ce00s Wi cccccceccecese Build: slight............ GGT cescesccce NOBVY.. wen wcccsres 
15. OtNer descriptive Pacts... ..cccccceccccccccccccccccccccccc cess ceeseeesesesesccescesesesecscces cesesesesesesees 
16. OCCUPATION. ......-eeceecececcccccceeccsccesecsss WNBOTO EMPIOVOS.. .ccccccccccccccccccsccccccccccccccccccccoccess 


FACILITATION PROCESS 
17. where was contact met (street, canteen, beer parlour, dance hall, Dawdy house, etc. - give details) (specify 
GNBTERS, Ef POOSEOIE) 2. ccccccccccccccccccccccccceccccccccocccccccescecccocccececcoccconccoeceeasccecccesccceces 
$B. Maw GId GRtlens GOSS COREEEE. ccc cccccccccccccccccccccocncocecconceceeceucncconceocesesnonececosoeesessessoocsce 
19. Time met (date and nour)......ceccsecccceeccece Time of exposure (date and hour).........-cccccccsccececcecees 
20. where exposure occurred (hotel, rooming house, private house, cabin, car, oytdoors) 
22. MGTOSS OF MOVE. .ccccccccccccccccccccccccccccccceccecepccccceccccceeccees cecceceeccecceceoseccoeecoeeeeecoocce 


22. WAS & CNATGE MADE... 2... cc eeeeecseeecceeeseccees MOU oc ccccccccccccccccccccccccces cccccceccesecescsceccceccces 
23. Payment made to any other person (room rental, note! Clerk, CtC.).......ccccccccecccccccccscccecccccccceceseecs 
28. Further information re this exposure. 


PEPE eereTrrr ere reeer errr errr rr er iii rir re 


IR nccccccccccccccccccsccccccces Signature of 4.0........ Deccccccccescocccccccccccoccsscesecces 


FOLLOW-UP ACTION REPORT 


2. Examined and found negative 
3. Not located or examined 
&. No follow-up possible 





INSTRUCTIONS: 1. Complete this form in quadruplicate 
2. One copy is to be retained by the urit, and three sent to C.i.Q.(P.M.0.) 
2 


C.8.Q. is to retain one copy, and send one to A.P.8.9.(D.M.S.(Air)), and pass one copy 
to the Provincial fealth Department (Yenereal Disease Control). 


4%. ALL copies are to be countersiyned by the medicol officer. 


FIGURE 2 


Notification, Contact and Facilitation Record (M. 66) 





CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 37 





The essential data contained in the notification reports for 1943 have been 
presented’ in an earlier communication (1), wherein it was indicated clearly 
that notification reports demonstrated their value as sources of vital epidemio- 
logical information, to both military and civilian health agencies. Certain weak- 
nesses in the system were discussed, notably those concerning the alleged con- 
tact, but many salient facts were produced and the approach to the V.D. prob- 
lem in the R.C.A.F. during 1944 was based in large measure on the facts ob- 
tained from this study. 

During 1944, a total of 4,472 Notification, Contact and Facilitation Re- 
ports for male Air Force personnel in Canada were completed by unit medical 
officers and were submitted, through command venereal-disease control officers, 
to Air Force Headquarters. These reports comprised 228 cases of syphilis (5.1 
per cent), 2,858 cases of gonorrhoea (63.9 per cent), and 1,368 cases of non- 
specific urethritis (ven.) (30.6 per cent). Three cases of chancroid and fifteen 
cases of double infection (V.D.S. and V.D.G.) completed the total of 4,472 
cases.* 


THE CASE 


Age, Trade and Marital Status 

During 1944, half of the cases occurred among personnel 20-24 years of 
age, sixty per cent among personnel under 25 years of age, twenty-five per cent 
in the age-group 25-29 years, and ten per cent in the age-group 30-34 years. 
The incidence of venereal disease, however, actually decreases steadily with 
age, the highest attack rate (cases in age-group per 1,000 strength in group) 
occurring among personnel under twenty years of age (48.6), compared with 
37.3 in the age-group 20-24 years, 24.3 at ages 25-29 years, 17.9 at 30-34 years, 
11.9 in age-group 35-39 years, and an over-all rate of 28.5 per 1,000 strength 
per annum. 

There was little difference in venereal-disease incidence among flying and 
non-flying personnel. During 1944, the incidence among ground personnel was 
four per cent below the general rate and the incidence among aircrew personnel 
was six per cent above the general rate. 

The attack rate among single personnel (cases among single men per 1,000 
single men) was more than double that among married personnel. More than 
one-sixth of the Cases occurred among men with less than twelve months’ ser- 
vice, but more than half of the cases involved men with two or more years’ 
service. 


Time of Exposure 


In 22.3 per cent of the cases, exposure occurred during a late pass and in 
27.4 per cent of the cases exposure occurred while the individual was on a 
36-96 hour pass. In 12.2 per cent of the cases infection occurred while the 
individual was on annual leave. 


_. "With the exception of the section on contact-tracing, the data in this paper are presented 
without reference to the nature of the disease. 
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Prophylaxis ‘ 

In 3,175 cases (71.0 per cent of the total) a condom was not worn and in 
117 cases, information on the use of a condom was not available. In 1,180 
cases (26.4 per cent) however, a condom was reported to have been worn. This 
figure (26.4 per cent) is higher than that reported previously (20.6 per cent) 
and includes, of course, cases in which the device was improperly or inadequate- 
ly used. 


Incubation Period 

A review of the recorded dates of suspected exposure and onset of first 
symptoms, in cases of V.D.G. and N.S.U. (Ven.), showed that the interval 
(presumed incubation period) varied from three days to over forty-two days. 
Conflict between these data and existing evidence regarding incubation periods 
may be due to inaccuracies in recording of dates or to attributing disease 
to an earlier exposure. 

The commonest interval between time of exposure and time of first symp- 
toms is from four to six days for both diseases, with half of the V.D.G. cases 
having intervals from 4-9 days compared with one-third of the N.S.U. (Ven.) 
cases. The reported interval between date of exposure and date of first symp- 
toms was fifteen days or less in more than 80 per cent of V.D.G. cases com- 
pared with but 65 per cent for non-specific urethritis (Ven.). The form of the 
distribution curves of intervals for V.D.G. and N.S.U. (Ven.) are rather similar 
but the data suggest that the true incubation periods are different. 


Reporting — Diagnosis : 

A constant effort has been made to encourage personnel to seek early the 
advice of service medical officers in the treatment of venereal disease. 

In 26.8 per cent of the cases the individual reported to the medical officer 
on the same day as the first sign or symptom of infection occurred. In 35.9 per 
cent of cases the individual reported to the medical officer on the following day, 
12.9 per cent of the individuals reported two days after onset of disease, and 
16.0 per cent did not report until three to seven days after onset. In 177 cases 
(4.0 per cent) the individual reported from eight to fourteen days after the re- 
corded date of first symptom and in 124 (2.8 per cent) the individual did not 
report to the medical officer until two or more weeks after onset. 

The penalties for venereal disease (stoppage of pay and entries in Daily 
Routine Orders) were removed in October, 1942, with a view to eliminating 
any tendency toward concealment of venereal disease, and any inducement to 
seek treatment outside the Service. 

Out of the 4,472 cases covered in this study, 4,362 or 97.5 per cent re- 
ported directly to a service medical officer. Only 110 cases (2.5 per cent) re- 
ceived treatment either by a civilian doctor (87 cases), by a druggist (6 cases), 
by the individual himself (9 cases) or by other persons (8), before report- 
ing to a service medical officer. There has been, therefore, no significant amount 
of secret, clandestine treatment. Of the 110 cases receiving previous treatment 
before reporting to a service medical officer, 82 received “pills”, four were given 
“irrigations”, eight received “injections” and the others were given patent 
medicines or other forms of treatment. 
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THe Contract 


Adequacy of Reports on Alleged Contacts 

All notification reports were reviewed and assessed as to their adequacy 
for locating the alleged contact. In 43.2 per cent (1,931) of the cases, the con- 
tact information was considered sufficient to enable the alleged contact to be 
located (the figure for 1943 was 38.3 per cent). In 15.0 per cent (670 cases) 
the information was classed as incomplete but probably adequate for the loca- 
tion of the alleged contact. In 41.8 per cent of the cases (43.1 per cent in 
1943) the information recorded was quite useless for contact investigation. 

Thus, despite meticulous care in the conduct of personal interviews, the 
desired details concerning alleged contacts are very frequently just not obtain- 
able. The method of personal interviews, adopted by the R.C.A.F. for the 
collection of information from infected personnel, was such as to ensure maxi- 
mum success and it is not likely that, under ordinary conditions, a better result 
can be expected. Indeed, in view of the fact that 65.2 per cent (2,916) of the 
alleged contacts were total strangers, with an acquaintance limited to a few 
hours in most instances, it is surprising that our medical officers were able to 
get as much information as they did. 


Age, Marital Status, Relationship and Occupation 

Reported ages of alleged contacts are only estimates, but it is worth report- 
ing that the records indicated that 13.6 per cent of them were under the age of 
20; 53.8 per cent were in the age group 20-24; 17.6 per cent in the age group 
25-29 years; and 6.6 per cent were 30 years of age or over. Age was not re- 
corded in 8.4 per cent. 

In 26.0 per cent (873) of those cases in which marital status was recorded 
(3,352 cases), the alleged contact was stated to have been married. In 5.3 per 
cent (235 of all the cases), the alleged contact was reported to have been the 
wife. This figure is understated, due to incomplete reporting on wives in the 
first quarter-year. 

The distribution of alleged contacts by occupation was similar to that re- 
ported in the 1943 study (1). Waitresses, factory workers, office workers, 
housewives and domestic help comprised more than one-half of the total alleged 
contacts. Prostitutes were relatively few in number (62 or 1.4 per cent). 


Geographic Distribution of Sources of Infection 


Several large municipalities were responsible for a disproportionately large 
number of the cases. This fact is associated closely with the location of the Air 
Force units and is also of significance in relation to the time when exposure 
occurred (pass, leave, etc.). 

Analysis of the data showed clearly that highly-infected areas may create 
a problem not only for the surrounding area or province but also for distant 
districts or provinces (Table I). 
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TABLE I 


PLACE OF INFECTION AND PARENT COMMAND 


Aven Parent Command ne 5 

\ B C D E F — 

= ee 3 7 10 29 6 272 334 
eee ee 7 51 15 259 8 26 377 
eee eR chan ar rater ge 12 135 21 115 7 8 298 
MR cise dc enckeseclek 8 337 40 20 9 10 424 
Mo debit Ste hao d ecetot 718 43 351 23 48 21 1,220 
NS carta cat cut cewbasdas 52 11 600 17 151 18 864 
New Brunswick.............. 5 0 88 1 125 2 221 
Oe ree 5 2 31 3 193 0 234 
Prince Edward Island........ 1 1 44 0 15 0 61 
a 0 0 3 0 16 2 21 
RE GS iii cr ctcaceneds 72 24 67 19 29 13 226 
eh tec ae av cd Sew wn ees res 5 7 29 4 1 0 47 
Not Stated 26 24 24 18 28 21 145 
NE 6 2 bei aes 914 642 | 1,323 508 636 393 4,472 


*Figures include other commands. 


In many instances, personnel were infected in provinces and areas hun- 
dreds of miles away from their parent unit; sources of infection in one munici- 
pality or province spread disease widely across the country.* While this phase 
of the problem is of particular significance for military forces and other mobile 
populations, it cannot be ignored in peace-time. 


Contact Tracing 


Control of sources of infection is a major objective, and all efforts at case 
and contact reporting are particularly designed with this in mind. In order to 


TABLE II 


FOLLOW-UP OF VENEREAL-DISEASE CONTACTS REPORTED 
TO PROVINCIAL HEALTH AUTHORITIES* 


Siete Conese Contacts Located Contacts Infected 


Reported No. PerCent| No. Per Cent**| Per Centt 














British Columbia........ 315 149 47.3 62 41.6 











19.7 

i sore a4 Enea 33 22 66.7 22t 100.0 66.7 
Saskatchewan........... 99 42 42.4 20 47.6 20.2 
Manitoba......... eoed 259 155 59.8 107 69.0 | 41.3 
Ontario...... uae 874 195 22.3 37 19.0 | 4.2 
Quebec. ..... es 473 116 24.5 45 38.8 9.5 
New Brunswick........... 92 42 45.7 26 61.9 28.3 
Nova Scotia. ‘ 177 117 66.1 91 77.8 51.4 
Prince Edward Island... .. 32 20 62.5 10 50.0 31.2 
Total. ... ; 2,354 858 36.4 420 49.0 17.8 


*Saskatchewan figures cover March, 1944, to March, 1945; Nova Scotia figures cover 
January, 1944, te May, 1945. All others refer to the calendar year 1944. Contacts of cases 
of gonorrhoea and syphilis only are included. 

**Per cent of those located. 

+Per cent of those reported. 

TAll V.D. contacts treated if exposure admitted. Treated cases are included with the 
infected contacts. 

*Inter-command exchange of data on contacts was arranged so that the appropriate 
civilian health authorities were promptly informed. 
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ascertain the effectiveness of the program, V.D. Control Officers, therefore, 
sought and obtained from civilian health authorities the results of contact in- 
vestigations carried out. A summary of recent experience in the follow-up of 
alleged contacts of cases of V.D.G. and V.D.S. is given in Table II. 

The results of efforts to control the spread of venereal disease by the trac- 
ing, diagnosis, and treatment of contacts have been disappointing—a finding 
not peculiar to Canada (2). Only 36.4 per cent of the contacts reported were 
located and but 49.0 per cent of the persons located (17.8 per cent of the con- 
tacts reported) were diagnosed as infected. 

Success in locating contacts has varied considerably from province to prov- 
ince. Many factors contribute to this, one of which is the fact that adequacy of 
information on alleged contacts in notification reports varied considerably from 
province to province. One province reported that the notification forms yielded 
sufficient details in 74 per cent of the cases, another in 57 per cent of the cases, 
and another in only 36 per cent. In many cases where the information supplied 
was classed by us as inadequate, enough details were available to enable the 
health department to locate the contact. The reverse was also the case in some 
instances. 

If the figures on contacts located and contacts found to be infected (Table 
II) are expressed in terms of contacts adequately reported, the percentages ob- 
tained are considerably higher, though still not too good. Apart from the ade- 
quacy of contact-tracing data, success or failure in the tracing of contacts is influ- 
enced by the number of concentrations of population (large urban centres), the 


availability and use of trained personnel, and the energy and persistence of the 
investigators. 


Diagnosis 

Locating the alleged contact is only part of the problem. The difficulty of 
establishing a diagnosis of gonorrhoea in the female, even in the best of clinics, 
is recognized. Where physicians are infrequently called upon to examine a 
suspect, and where laboratory facilities are meagre, the difficulties are much 
greater. For example, during a certain period, one province was furnished 
with data on 787 contacts to gonorrhoea; in 405 cases (51.4 per cent) the in- 
formation was considered sufficiently adequate to expect successful contact in- 
vestigation. Actually, only 170 (42 per cent) of the contacts were found and, 
of these, only eighteen were proved to have gonorrhoea; six others were shown 
to have syphilis. These eighteen individuals represented a small enough percent- 
age (10.6 per cent) of the contacts located and examined, but a depressingly 
low proportion of the total number of contacts involved (2.2 per cent). In 
the case of syphilis contacts, a diagnosis of syphilis was established in 13 of 
25 contacts (52 per cent) examined during the same period. In another prov- 
ince 41.6 per cent of alleged contacts located and examined were found to be 
infected (2 with syphilis, 56 with gonorrhoea, and 4 with syphilis and gonorr- 
hoea). This was equivalent to 19.7 per cent of the total number of alleged con- 
tacts reported. The story for other provinces is much the same. 

Nor is this the whole story. Of the 4,472 cases under study, no less than 
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1,368 were diagnosed as non-specific urethritis (ven.). In all such cases, noti- 
fication forms were completed. The information obtained was passed to the 
provincial health authorities, when they requested that this be done. One pro- 
vincial health department, during a five-month period, proved the presence of 
gonorrhoea in 22 per cent of the N.S.U. ( Ven.) contacts found and examined. 
This means that where alleged contacts to N.S.U. (Ven.) are not examined, still 
more gonorrhoea in the female goes undiagnosed. 

It has frequently been found that the same women are named several times 
as contacts, despite official reports that such women were located, examined, 
and found free from infection. This has been a source of discouragement to 
medical officers in view of the care taken to secure information from infected 
men. Latterly, however, in some parts of the Dominion, if an individual is 
named as an alleged contact and she admits exposure, therapy is given. While 
no duress is employed, few contacts are said to refuse treatment. This approach, 
and the ease and apparent efficacy of penicillin therapy, may ensure some inroad 
into the huge reservoir of gonococcal infection in this country. 

Our experience suggests the need for increased staffs in public health 
departments for the tracing of contacts; for an improved perception on the part 
of many medical officers of health and private practitioners as to the proper 
methods of diagnosis of gonorrhoea in the female; and probably for an expan- 
sion of existing laboratory facilities. 


THE FACILITATION PROCESS 


The spread of venereal disease in a community is facilitated by those con- 
ditions which make it easy for healthy persons to become exposed. Included 
under this heading are facts concerning place of meeting, method of contact, 
place of exposure, charges made, etc. Effective corrective action cannot be 
taken without information regarding such facilitation factors. 

Information on the facilitation process recorded by medical officers on the 
notification forms was much more complete than that on alleged contacts. In 


79.6 per cent of the cases (3,558), the information was classified as being of 
definite value. 


The Problem of Facilitation 


Of all phases of venereal-disease control, the facilitation process has pre- 
sented the most immutable problem. The pattern has become very familiar. An 
airman goes to a dance hall or beverage room where he meets an unaccompanied 
and promiscuous young woman who is probably infected. The cheaper type of 
restaurant is a favourite place to make a “pick-up”, and here often the waitress 
is involved. Certain streets in every town are another prolific source of easy 
pick-ups. After a brief acquaintance, the couple go to a nearby rooming house 
or hotel, where registration is probably not very difficult, and there exposure 
occurs. 

This pattern is not peculiar to any one part of the Dominion, nor is it ob- 
served only in the larger cities. Almost five hundred cities, towns and villages 
in Canada and the United States were named during 1944 in the spread of 
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venereal disease. Certain larger cities are named disproportionately more often 
than others but no section of Canada can be complacent about its position. 


Type of Contact 


Alleged contacts are commonly divided into two classes—prostitutes, and 
all others. During 1944, the Notification, Contact and Facilitation Reports in- 
cluded reference to prostitutes in only 62 cases, or 1.4 per cent of all cases. 
The addition of other fee-paid contacts raises the number of instances in which 
a charge was reported to have been made to 111, or 2.5 per cent of the total. 
This proportion is just slightly more than one-third of that reported in our 
previous communication (1). In only 32 cases did the infected men report 
having paid money to any other person than the contact herself. 


Place and Method of Meeting 
The places of meeting, reported during 1944, are given in Table III. 


TABLE ill 


PLACE OF MEETING 


Place Number Per Cent 

Dance hall..... écaicergic Roahesatans 901 20.2 
I od 55d Sc tirade sk ae 745 16.7 
NS 0S 2555 cop eh ca See 657 14.7 
IN ng og Siw bu wag ecerele 625 14.0 
PN IIE Sd asics dk anwme aden 597 13.3 
Pe cee NI Soa Bei Ste oe are 187 4.2 
Train, bus or railway station.. .. 109 2.4 
REED. o< cin wacos cena ae 33 0.7 
pg Se re ree 287 6.4 
PUG MUN Si cottinccs ices 331 7.4 

RE ee Oe ae 4,472 100.0 


*Includes theatre, park, etc. 


Dance halls, hotels, street encounters, restaurants, and private homes are 
of importance in the order named. Organized prostitution is no longer an im- 
portant factor in the spread of venereal diseases in the R.C.A.F. Less than 
one per cent of our 1944 cases involved a prostitute in a brothel. 

Analysis of the data on how the contact was met showed that in 2,916 
cases (65.2 per cent), it was an ordinary “pick-up” process. In 785 cases (17.6 
per cent), a “formal” introduction took place, but quite frequently this intro- 
duction of two complete strangers was followed in a matter of a few hours by 
sexual intercourse. Practically all these introductions occurred in the same 
places as the less formal pick-ups—in the dance halls, the taverns, the restau- 
rants, and on the streets—so that they may be considered as parts of one and 
the same group. 


Place of Exposure 


Information on places of exposure is summarized in Table IV. 
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TABLE IV 


PLACE OF EXPOSURE 





Place Number Per Cent 

MN bat te ia'erdy culswu ater ee 1,432 32.0 a 
Peewee MNS cick. ecncaeees 1,205 26.9 
ES eer rere 625 14.0 
Rooming-house............... 594 13.3 
PE oar raha ke ad ure Weare 261 5.8 
I INS eo ints: sc aanceacdens 80 1.8 
og errr ere 35 0.8 
Ca aia cidsicednescde wou 67 1.5 
(rer rere re 173 3.9 
WOES oe ceeaecu. ot 4,472 100.0 


*Includes train, etc. 


Over forty per cent of all exposures occurred outdoors or in private homes, 
usually those of the girls. On the other hand, 32.0 per cent of the exposures 
took place in hotels and 13.3 per cent in rooming-houses. The relative import- 
ance of these places varies with the locality. In small communities, hotels and 
rooming-houses were rarely used, but in the larger cities most exposures in- 
volved one or the other. 

It may be argued, by some, that it is virtually impossible to prevent un- 
married couples from renting a room or cabin. The fact is, however, that cer- 
tain places are never named, others rarely, and still others are named time and 
time again on notification reports. We have visited many of the places in each 
group and the answer is good, indifferent, or bad management, respectively. 


RESULTS OF VENEREAL-DISEASE EDUCATION 


Education of personnel as to the nature of the venereal diseases—what they 
are, how they spread, how they are prevented, and how they are cured—has 
been an integral part of the R.C.A.F. venereal-disease control program. In 
the beginning, dependence was placed chiefly upon lectures given by the medi- 
cal officers. Later, this was supplemented with coloured motion pictures pre- 
pared by the R.C.A.F. Medical Branch; with other films purchased from the 
armed services of the United States; and by specially designed posters, book- 
lets, pamphlets, and other educational material. 

In order to assess the effectiveness of the program, a questionnaire was 
sent to all stations to be answered by male personnel. A review of the replies 
indicated that most of the men had an adequate knowledge of venereal disease. 
Although thousands of men learned the significance of venereal disease, it is 
not known how much influence the program had on sexual promiscuity. We 
do know that during 1944 some 4,237 individuals were infected as the result of 
extra-marital sexual intercourse, and there is good reason to believe that this 
represents but a fraction of the total volume of promiscuity. Considering the 
vast numbers of condoms and chemical prophylactic kits issued, the conclusion 
is inescapable that promiscuity is, to put it mildly, anything but exceptional. 

During 1944, a vigorous educational campaign was carried out on several 
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stations where venereal-disease rates were excessive. In each case this cam- 
paign was followed by a sharp decline in the incidence of venereal disease. This 
result may have been due to fewer exposures, but an equally if not more likely 
explanation lies in the concomitant increase in condoms and prophylactic kits 
issued, despite the fact that medical officers constantly have urged continence 
as the one certain method of preventing venereal disease, with prophylaxis as 
the secondary line of defence only. 

To attempt to reduce sexual promiscuity by the threat of venereal disease 
is certainly not getting to the root of the problem. From the beginning, we have 
never tried to frighten personnel in describing venereal disease to them. Pro- 
miscuous tendencies of a few men were modified or temporarily checked by 
our activities but, for the most part, we feel that nothing we had to say influ- 
enced the sex habits of R.C.A.F. personnel very much. 

In their lectures, medical officers emphasized the fact that punitive measures 
were no longer in effect and that there was, therefore, no good reason for the 
men not reporting promptly to the medical officer. The importance of early 
diagnosis to treatment was always stressed in all lectures, films, booklets, and 
other educational material. In 1944, almost two-thirds of the infected men 
reported within one day of the appearance of symptoms, and of the remainder, 
only a few delayed more than one week. 

The necessity of treatment by a qualified physician was constantly stressed 
in our educational program. The records show that during 1944, relatively 
few men (110) sought treatment, initially, outside the Service, and the majori- 
ty of these (87) went to civilian doctors. Few patients attempted to treat them- 
selves (9) or went to persons other than physicians for treatment (14). In 
many instances, failure to report to a Service doctor immediately was associated 
with absence on annual leave, or posting which made it difficult to report to 
an R.C.A.F. medical officer. 

Was our educational program worth the effort put into it? The answer 
probably should be in the affirmative. The responsibility of the Medical Branch 
has been to prevent as many infections as possible, and when infection occurred 
to get the patients under treatment as quickly as possible. This, in some meas- 
ure, has been accomplished, but we fear that little impression has been made 
upon the great social problem which lies behind venereal disease. Venereal- 
disease education alone is not enough. If the underlying problem is to be solved, 
an influence must be directed toward the social conduct of great numbers of 
people, long before venereal-disease education is indicated. Those people who 
shape the characters of our youths—the parents, the teachers, and the clergy — 
are the ones upon whom this responsibility rests. 


DISCUSSION 


As in any other communicable disease against which specific immunization 
is not possible, satisfactory control depends in very large measure on control- 
ling the sources of infection. In consequence, it is evident that active venereal- 
disease case-finding programs on the part of all civilian health departments offer 
the best assurance of progressive success in any national venereal-disease con- 
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trol effort. This is the one great practical object lesson in venereal-disease 
control for public health in the future. 

For more than four years, specific information on places involved in facili- 
tation has been furnished to provincial health departments. Medical officers 
have found this information easier to secure from their patients than informa- 
tion concerning the contact; the men can frequently recall the namés of the 
places they have been when they have no idea of the identity of the girls with 
whom they were involved. 

This information (on alleged contacts and the facilitation process) has been 
collected and forwarded to health departments in order to assist in controlling 
the sources and spread of infection. However, our records show that the same 
dance halls, the same beer parlours, the same restaurants, streets, hotels, and 
rooming-houses are named time and again. When a place was repeatedly 
named, to protect our personnel, the Services put that place “out of bounds”. 
Occasionally an interview with the management, and the threat of placing “out 
of bounds’”’, sufficed to produce satisfactory improvement in conditions. Almost 
without exception, where improvement has occurred, pressure by the armed 
forces has been necessary. Public health authorities have apparently been help- 
less to do anything unaided, and have welcomed the support afforded by the 
Services. 

It has been our duty to protect our personnel from venereal disease, and by 
putting many places out of bounds we discharged our responsibilities, at least 
ii part. While service personnel were protected, the civilian population did not 
benefit equally from such measures, for many places out of bounds to the ser- 
vices continued to operate as before. 

During the war, it has been possible to collect, with relative ease, a large 
amount of information on the spread of venereal disease. This information could 
serve a useful purpose in efforts to eradicate foci of infection in our communi- 
ties. In peace-time, such information as that discussed in this communication 
is not readily available and it is, therefore, important that the lessons learned 
during the war should form the basis for civilian action. 


SUMMARY 


1. The incidence of V.D.S. among male Air Force personnel in Canada 
has shown a substantial decline during the past three years. The incidence of 
V.D.G. on the other hand, following an initial decline of about twenty-five per 
cent during the years 1939-1942, has failed to show any improvement since. 
The recorded incidence of non-specific urethritis has risen steadily since re- 
porting began (1943). Recent attack rates for V.D.S., V.D.G. and N.S.U. 
(Ven.) have been approximately one, eighteen and fifteen per thousand 
strength per annum. 

2. The method of collecting and transmitting information on V.D. cases 
is outlined and the findings in a study of 4,472 confidential Notification, Con- 
tact and Facilitation Reports (M.66) received at Air Force Headquarters dur- 
ing 1944 are presented and discussed. 


3. The incidence of V.D. decreases progressively with age, and is twice as 
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high among single men as among married men. The difference in incidence 
between flying and non-flying personnel is small. Half of the infections occurred 
while on short-term pass. 

4. In almost two-thirds of the cases, the individual reported to a medical 
officer within one day of the appearance of symptoms of infection. Only 2.5 
per cent of the cases received treatment outside of the Service before reporting 
to a Service medical officer and only nine attempted self-treatment. 

5. Of the total alleged contacts of V.D.S. and V.D.G. cases reported, 36.4 
per cent were located and 17.8 per cent were found to be infected. Of the 
alleged contacts located, 49.0 per cent were diagnosed as infected. The diffi- 
culties in establishing a diagnosis in infected contacts are discussed. The need 
for increased activity in contact-tracing and extended diagnostic facilities is 
noted. 

6. Over two-thirds of alleged contacts were under 25 years of age. One- 
seventh were said to be under twenty. One-quarter of alleged contacts were 
stated to be married. Waitresses, factory workers, office workers, housewives 
and domestic help comprised over one-half of the total alleged contacts. Pros- 
titutes were relatively few in number (1.4 per cent). 

7. One-third of exposures occurred outside the province in which the in- 
dividual reported for treatment. Sources of infection in any area are shown 
to be responsible for spread of disease to distant points. 

8. Almost five hundred cities, towns and villages in Canada were named 
during 1944 in the spread of venereal disease. Dance halls, hotels, and restau- 
rants lead in importance as places of initial encounter between case and contact. 

9. The casual “pick-up” is the leading source of infection, being reported 
as the source of infection in over three-quarters of all V.D. cases. Organized 
prostitution is no longer an important factor. 

10. Over forty per cent of exposures occurred in private homes or out- 
doors, but almost fifty per cent occurred in hotels, rooming-houses and cabins. 

11. The R.C.A.F. veriereal-disease educational program and some possible 
results of it are reviewed and discussed. 

12. The practical application of the findings of this study to venereal- 
disease control in peace-time is discussed. 
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T HE state of health of the people of Canada during 1944, as recorded by the 

preliminary figures for births, marriages and deaths and the reported 
cases of communicable diseases, did not show any marked changes from previous 
years. There were no major epidemics and the death rate from all causes 
showed a slight decrease from the rate of 1943. The mortality rates for certain 
causes continued a downward trend, while others which have been decreasing 
for a period of years increased slightly. 

The tuberculosis mortality rate was the lowest ever recorded in Canada; the 
maternal mortality rate continued to decrease. 

The infant mortality rate showed a slight increase largely due to an increase 
in deaths from diarrhoea and enteritis. 

The birth rate, which had increased every year since 1939, showed a slight 
decrease in 1944. There was also a decrease in the marriage rate. 

There was a decrease in the total number of reported cases of communi- 
cable diseases. Chickenpox, diphtheria, poliomyelitis, German measles, scarlet 
fever and typhoid fever had an increased incidence but there were fewer cases 
reported of measles, mumps and whooping cough. There were more cases and 
deaths recorded for diphtheria than there have been for several years 
Population 

The population of Canada exclusive of Yukon and the Northwest Terri- 
tories was 11,958,000 as of June 1, 1944, according to estimates made by the 
Dominion Bureau of Statistics (Social Analysis Branch). 








TABLE I 
CANADA 1944 
ESTIMATED POPULATION BY SEX FOR CERTAIN AGE GROUPS 


Male Female 
idle a eivetiaier were ac kore lain 2,163,000 














Age 





11,958,000 5,840,000 








*Tabulations are made according to place of residence and based on preliminary figures, 
exclusive of Yukon and Northwest Territories. 
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Births 
TABLE II 
BirtH RATES PER 1,000 PopuLATION FOR CANADA AND THE PROVINCES, 1940-1944 


Canada P.E.I. N.S. N.B. Que. Ont. Man. Sask. Alta. B.C, 


SOMOS SbF 0 Sie 21.5 223 226 256 25.7 182 20.1 215 220 #172 
RR i keitaises 22.2 218 239 266 269 190 202 206 219 184 
a eee 23.4 239 25.7 270 282 200 215 216 23.7 193 
Ee 24.0 23.9 25.1 280 28.7 206 225 221 245 208 
Pee ss sits sie 23.7 25.2 25.1 29.2 29.2 19.7 21.9 214 23.7 20.4 


The number of births in 1944 was 283,975 with a birth rate of 23.7 per- 


thousand population. This rate was slightly lower than in 1943, when it was 
24.0. The provinces of Prince Edward Island, New Brunswick and Quebec 


showed increases over the preceding year and these three provinces had the 
highest rates in 1944, 


Marriages 


TABLE III 
MARRIAGE RATEs PER 1,000 PopuLATION FOR CANADA AND THE PRovincEs, 1940-1944 


Canada P.E.I. N.S. N.B. Que. Ont. Man. Sask. Alta. B.C. 
EPO: aveces. 10.9 7. 





£ 2 07 Wt TO Te a2 6 OBO 
ee ee 10.6 7.1 114 108 98 114 114 79 106 119 
so SPORT 10.9 86 116 106 100 11.7 11.6 85 116 124 
ae eee 9.4 7.2 10.1 8.6 9.8 9.2 9.5 7.3 98 10.4 
BR ie cies a 8.5 (fi 9.7 8.3 9.1 7.9 8.6 7.0 8.9 9.0 


There was a decrease in the number of marriages during the year. The 
number in 1944 was 101,464 compared with 110,937 in 1943. The number in 
1944 was 25,908 less than in the peak year of 1942, when the number was 
127,372. The rate decreased from 9.4 in 1943 to 8.5 per thousand population in 
1944 and there was a decrease in the rate in all provinces. 


Deaths 
TABLE IV 
DEATH RATES PER 1,000 PopULATION FOR CANADA AND THE PROVINCES, 1940-44 


Canada P.E.I. N.S. N.B. Que. Ont. Man. Sask. Alta. B.C. 


dg EO 98 113 110 109 100 103 8.7 7.3 7.9 10.3 
ee 08 its ike A 10.3 10.3 8.8 7.3 8.0 10.4 
Es ns rcs isos 9.7 107 108 109 100 10.1 8.8 7.4 7.8 10.2 
1943. . 10.0 102 106 105 102 105 9.6 8.1 8.2 11.0 
POSE Bcd sese 9.7 10.1 10.0 11.1 9.9 10.0 9.1 7.6 7.7 =©10.4 





The number of deaths in 1944 at all ages and from all causes was 115,687 
compared with 118,531 in 1943, and the rate decreased from 10.0 to 9.7 per 
thousand population. New Brunswick had the highest death rate with 11.1 and 
the Prairie Provinces the lowest. The lower rates in the Prairie Provinces are 
to some extent due to the more favourable age distribution of the population. 


Age Specific Mortality 


The age specific death rates for certain age-groups for the years 1930-32, 
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1940-42 and 1944 are shown in Table V, together with the proportion of the 
total population and of the total number of deaths in the age-groups. There are 
three points which deserve to be emphasized in this table. First, the death 
rate for the population as a whole and for all age-groups has declined. Second- 
ly, this decline has been most marked for the early years of life, and least for the 
late years. The infant mortality rate fell 30 per cent from 1930-32 to 1940-42, 
and 40 per cent to 1944. Death rates for all ages up to age 40 declined by com- 
parable percentages. On the other hand, death rates for the population of 60 
years and over fell only 0.14 per cent from 1930-32 to 1940-42 and only 
2.8 per cent to 1944. Thirdly, the proportion of young and adolescent children 
is declining, while that of old people is increasing. The increase in the under 
1 year group in 1944 over the 1940-42 period is due to the rise in the birth rate. 
In particular, the proportion of the population 60 years and over rose from 8.4 
per cent in 1931 to 10.2 per cent in 1941. As a result, the general death rate 
declined only slightly, and may in fact be expected to rise somewhat in the future, 
even though most of the age specific mortality rates continue to decline. 


TABLE V 


AGE SpeciFIC MorTALITY RATES, PROPORTION OF POPULATION AND PROPORTION OF DEATHS 
IN CERTAIN AGE Groups IN CANADA, IN THE PERIOD 1930-32, 1940-42 AND THE 
YEAR 1944 


1930-32 1940-42 1944 


Per cent Per cent Death | Per cent Per cent Death | Per cent Per cent Death 
Age  |of Pop’n of Deaths Rate | of Pop’n of Deaths Rate | of Pop’n of Deaths Rate 


Under 1 yr. 2.0 18.7 97.6 1.9 12.9 67.8 2.2 13.4 58.4 
Be eA 8.4 §.1 6.2 7.3 3.0 4.1 7.6 2.9 3.7 
isco 21.3 3.7 1.8 18.7 2.4 1.3 YP 22 La 

re 10.0 2.4 2.4 9.7 he 1.7 9.2 1.5 1.6 

20-39. . 29.8 11.0 3.8 31.3 8.7 2.7 31.7 7.6 2.3 

40-59...... 20.1 16.9 8.6 20.9 17.8 8.3 20.9 17.1 7.9 

60-79...... aa 30.3 40.4 9.3 37.5 39.7 9.7 38.9 38.7 

80 and over. 0.7 11.9 169.4 0.9 16.0 167.8 1.0 16.4 164.5 

Total....} 100.0 100.0 10.2 | 100.0 100.0 9.8 | 100.0 100.0 9.7 

Infant Mortality 

TABLE VI 


DEATH RATES OF CHILDREN UNDER ONE YEAR, 
PER 1,000 Live Birtus, 1940-44 


Canada P.E.I. N.S. N.B. Que. Ont. Man. Sask. Alta. B.C. 


65 62 80 70 43 51 51 48 38 
ee re 60 79 66 76 76 45 53 51 51 37 
aoe . 54 49 58 77 70 40 51 44 38 36 
1943. or a, 45 59 68 67 42 55 47 42 38 
reer erie 45 54 77 68 43 49 47 46 40 


The number of infant deaths was 15,511 compared with 15,213 in 1943. 
The death rate showed a slight increase from 54 per thousand live births in 1942 
and 1943 to 55 in 1944. New Brunswick had the highest rate with 77, an 
increase over the previous year when the rate was 68; British Columbia had the 
lowest rate with 40, which was an increase over the rate of 38 for 1943. Infant 
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mortality rates of less than 30 per thousand have been attained by certain coun- 
tries and should be possible of attainment by all provinces in Canada. 
In 1944, Nova Scotia and Manitoba showed decreases; two of the other 
provinces had the same rate as in 1943 and six of them showed an increase. 


Maternal Mortality 


TABLE VII 


DEATH RATES PER 1,000 Live BIRTHS FROM 
PUERPERAL CAUSES, CANADA, 1940-44 


1. NS. N.B. Que. Ont. Man. Sask. Alta. BC. 
i 4.0 2.8 4.3 4.6 4.5 3. 3.8 3.2 4.0 3.2 
2 re 3.5 2.9 3.5 3.4 4.4 3.0 3.1 3.2 3.0 2.6 
1942. 3.0 4.7 2.6 4.6 3.3 2.6 2.6 3.3 2.3 at 
MRS ihn Sse 2.8 4.1 3.7 2.9 3.2 2.4 2.4 2.6 2.6 2.5 
1944. 2.7 5.2 2.2 3.2 3.1 2.5 3.1 2.3 1.6 2.6 





maternal mortality rate again showed a decrease from 2.8 in 1943 to 2.7 in 


1944. Prince Edward Island had the highest rate, 5.2, while Alberta had the 
lowest, 1.6. 


CAUSES OF DEATH 


Seventy-five per cent of the deaths in 1944 were due to cardiovascular- 
renal diseases, cancer, violent and accidental causes, pneumonia and influenza, 
tuberculosis, and diarrhoea and enteritis. 


Cardiovascular-renal Diseases 


TABLE VIII 
DEATH RaTEs PER 100,000 PoPpULATION IN CANADA 
FOR THE YEARS 1941 To 1944 
CARDIOVASCULAR-RENAL DISEASES 





Cause of Death 1941 1942 1943 1944 
Tisnnses of the heat? « <cscn..s-0s0sesess 231.5 236.6 248.3 242.9 
Intracranial lesions of vascular origin.... 78.6 75.0 78.4 75.6 
Diseases of the arteries............0.200. 19.7 19.5 21.2 19.7 
MB 5 0s oWiekeesess sac weer sons 64.4 62.2 63.4 59.5 

PNM ck aseia alate tein ns 394.2 393.3 411.3 397.7 


The largest number of deaths is due to the group of cardiovascular-renal 
diseases and in 1944 forty-two per cent of the total deaths from all causes were in 
this group. The Fifth Revision of the International List of Causes of 
Deaths has been used since 1941 for classifying causes of death. This revision 
made very definite changes in the allocation of the individual diseases in this 
group, especially in the preference given to the individual diseases when two of 
them were recorded on the same certificate. The rate for the group has increased 
from 305 per 100,000 in 1935 to 398 in 1944. 
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Cancer 
TABLE IX 
DEATHS AND DEATH RATES PER 100,000 PoPpULATION 
FOR THE YEARS 1935 To 1944 


CANCER 
International List Nos.: (1929) 45-53; (1938) 45-55 


1935 | 1936 | 1937 | 1938 | 1939 | 1940 | 1941 | 1942 | 1943 | 19441 


Deaths.} 11,156 | 11,694 | 11,963 | 12,038 | 12,399 | 13,322 | 13,417 | 13,654 | 14,135 | 14,215 
Rate....} 103.0 | 107.0} 108.5] 108.1} 110.2) 117.2} 116.8] 117.3| 119.8] 118.9 


In 1944 there were 14,215 deaths from cancer compared with 14,135 deaths 
in 1943, but the death rate showed a slight decrease from 119.8 in 1943 to 
118.9 in 1944. British Columbia had the highest rate in 1944, 144.6. Alberta 
had the lowest rate, 94.7. The wide variation in the rates of the respective pro- 
vinces is due largely to the differences in age composition. 


Violent Deaths 


In 1944 there were 7,640 violent deaths with a death rate of 63.9. The 
rate has decreased from 73.5 in 1941, which was the highest rate that had been 
recorded in the period since 1926. The decrease in deaths due to motor vehicle 
accidents constitutes more than half the total decrease. 


Accidental Deaths 


There were 6,802 accidental deaths in 1944 with a rate of 56.9 as compared 
with 7,385 deaths and a death rate of 62.6 in 1943. British Columbia had the 


highest rate, 69.4, Ontario was second with 63.5, and Saskatchewan was lowest 
with 47.5, 


Suicides 
There was a further reduction in the number of sucides in 1944, when the 


number was 728 as compared with 758 in 1943. There has been a decrease 
from the high rate of 9.9 in 1930 to 6.1 in 1944, the lowest yet recorded. 


Homicides 


There were 106 homicides in 1944, compared with 125 in 1943 and 113 in 
1942. 


Pneumonia and Influenza 
The number of deaths from pneumonia and influenza has decreased from 
8,754 in 1943 to 7,785 in 1944 and the rate from 72.8 to 65.1 per 100,000. In 


1944, New Brunswick had the highest rate with 98.3 and Ontario the lowest 
with 53.2. 


Tuberculosis 

There were 5,712 deaths from tuberculosis in 1944, with a rate of 47.8 per 
100,000. This is the lowest rate yet recorded. The mortality rate from tuber- 
culosis decreased steadily up to 1939, but since that time there has been a slow- 
ing up in the rate of decrease for Canada as a whole. In the period 1935 to 
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1940, the rate decreased 15 per cent and in 1940 the rate of 50.9 was the lowest 
which had been recorded. In 1941 the rate increased to 53.1 but decreased in 
the following years and the rate for 1944 is six per cent lower than the rate for 
1940. In Nova Scotia, New Brunswick and British Columbia, which showed 
high death rates in 1940, the rate in 1944 decreased over 20 per cent. 


Diarrhoea and Enteritis 


There was an increase in the mortality from these diseases in 1944, when 
the number of deaths was 2,693 and the death rate 22.5 In 1943, there were 
1,872 deaths and the death rate was 15.9. There were increases in the rates in 


all provinces except Manitoba and the increases were specially marked in New 
Brunswick, Quebec and Ontario. 


COMMUNICABLE DISEASES 


The number of cases of communicable diseases reported in 1944, exclusive 
of syphilis and gonorrhoea, amounted to 187,002 as compared with 217,760 in 
1943. Eight diseases were the cause of more than 90 per cent of the reported 
cases. The cases and morbidity rates and deaths and mortality rates for these 
diseases for the years 1941 to 1944 are shown in Table X arranged in order 
of the number of cases reported in 1944, 























TABLE X 
CASES AND DEATHS FROM EIGHT COMMUNICABLE DISEASES, CANADA, 1941-1944 
Cases Deaths Cases Deaths 
Disease |Year ——— Disease 

No. | Rate*|No. | Rate* No. |Rate*| No. | Rate* 

Measles. ...| 1941} 81,051 | 705.4 | 325) 2.8 | Tuberculosis.| 10,475 | 91.2 | 6,072] 52.8 
1942) 26,258 | 225.6 | 131) 1.1 12,015 | 103.2 | 5,980} 51.4 

1943} 60,485 | 512.8 | 190} 1.6 12,361 | 104.8 | 6,168 | 52.3 

1944] 55,317 | 462.6 | 239) 2.0 15,060 | 125.9 | 5,712 | 47.8 

Chickenpox.} 1941) 27,867 | 242.5 19} 0.17 | Influenza ....| 9,656 | 84.0 |2,411] 21.0 
1942) 30,914 | 265.7 | 28) 0.24 3,397 | 29.2) 1, 10.5 

1943} 30,453 | 258.2 | 29) 0.25 16,839 | 142.8 | 2,413 | 20.5 

1944) 35,496 | 296.8} 34) 0.28 12,513 | 104.6 | 1,860} 15.6 

Whooping 

Scarlet fever} 1941) 16,966 | 147.7 117) 1.0 cough......| 16,647 | 144.9 | 437 3.8 
1942| 20,648 | 177.4 | 129) 1.1 18,384 | 158.0} 559 4.8 

1943] 18,639 | 158.0 | 100) 0.8 19,082 | 161.8} 416 3.5 

1944] 20,945 | 175.2 | 115} 1.0 12,384 | 103.6 | 336 2.8 

Mumps... .| 1941) 22,936 | 199.6 | 19) 0.2] Diphtheria..| 2,866 | 24.9] 240 2.1 
1942) 52,344 | 449.8; 46) 0.4 2,955 | 25.4] 256 2.2 

1943) 48,304 | 409.5} 35) 03 2,804 | 23.8] 287 2.4 

1944! 19,819 | 165.7 5} 0.4 3,223 | 27.0} 309 2.6 


*Rate per 100,000 population. 


Measles 


In 1944, Manitoba had the highest morbidity rate and Prince Edward 
Island the lowest. Manitoba had the highest death rate, 7.9 per 100,000, and 
Prince Edward Island did not have any deaths. 
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Chickenpox 


British Columbia had the highest morbidity rate, 549.5 per 100,000, and 
Prince Edward Island had the lowest, 6.6. 


Scarlet Fever 
Alberta had the highest morbidity rate, 315 per 100,000, and the provinces 
of Ontario, Manitoba and British Columbia showed an increased incidence. The 


highest mortality rate, 1.6 per 100,000, was in Quebec. Prince Edward Island 
had the lowest morbidity rate, 7.7, and no deaths. 


Mumps 

In 1943 mumps held second place in prevalence among communicable 
diseases with the reported cases numbering 48,304. In 1944 the number of re- 
ported cases was 19,819 and the disease had dropped to fourth place in preva- 
lence. Quebec was the only province that showed an increase in the number of 
reported cases from this disease. 


Tuberculosis 


The rate for reported cases was highest in Quebec and British Columbia 
and lowest in Prince Edward Island. 
Influenza 

There was a decrease in the number of cases reported in 1944, 12,513 com- 
pared with 16,839 in 1943. Of the provinces reporting, British Columbia had 
the highest morbidity rate, 501.6, and Saskatchewan the lowest, 29.4. 
Whooping Cough 

Nova Scotia had the highest case rate, 204 per 100,000, and Prince Edward 
Island did not report any cases. Manitoba had the highest death rate, 6.4; New 
Brunswick was second with 6.1, and British Columbia was lowest with 1.1. 
Diphtheria 

There was an increase in the morbidity rate in all the provinces except 
Nova Scotia and British Columbia. In Nova Scotia the rate decreased from 
128 per 100,000 in 1943 to 64 in 1944. 


The diseases which comprise the remaining ten per cent of the cases re- 
ported are shown in Table XI for the years 1943 and 1944. 


TABLE XI 
Cases REPORTED OF CERTAIN DISEASES IN CANADA, 1943 AND 1944 










Disease Disease 
Typhoid fever..........-... Encephalitis (infectious)......| 43 31 
POG ccs ccdendessus Puerperal septicaemia........| 20 23 
Septic sore throat........... WRENS av. dametesiee nceawins 26 20 
Dysentery (all forms). . : Actinomycosis. ............: 6 8 
Meningitis (meningococcal). . ING ci eden ci exenenr 6 7 
Se reer RE Perec - 6 
SPO ree Rocky Mountain spotted fever.) 1 3 
Conjunctivitis (non-gonor- 
Dneireinediwsecadces 

—— fever... diwiaa SE Ro re 1 1 

Ri dhk eee essd SOCREKG Tick paralysis............... - 1 
ona 's angina RE ibs: kc cx cawnesas 23 1 
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Typhoid Fever 

Typhoid fever showed a decrease from 1,203 cases reported in 1944 to 1,093 
The increase 
was highest in Alberta and occurred during the months of March and April. 


in 1943. Most of the provinces showed an increased incidence. 


Poliomyelitis 


1943 
9 
18 
81 
38 
20 


Six of the provinces reported more cases in 1944 than in 1943, 

Province 1944 
PORN TUNER scacdech  ucrce eeeenal 20 
Wa I sissisicinciincesisinisinciniiinaicii 85 
I seis ice cas cdtatenieiecantiie 337 
RIN dosiccceteisseh sens cubituacaieesemaneane 99 
I ciicsesssttscaiesanssininnditchaseniseindaaiaianasaabat 97 
irate GS ssccercoeciccasdcicwickes 19 
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The three other provinces showed a decreased incidence. There were 39 deaths 
from this disease in Canada in 1944, 21 of them occurring in Ontario. New 


Brunswick had the highest death rate, 0.9 per 100,000. 


Malaria 


One case of malaria was reported in 1943 and 38 in 1944, Of these cases, 
six were reported in Ontario, one in Saskatchewan and 31 in British Columbia. 








AN OUTBREAK OF FOOD POISONING IN PRINCE 
ALBERT, SASKATCHEWAN 


H. S. DOYLE, M.D., D.P.H. 


rector 
Division of Communicable Diseases 
Department of Public Health 
Regina, Saskatchewan 


ON JANUARY 7, 1946, the sanitary inspector of Prince Albert notified the 

Director of Sanitation, Public Health Department, Province of Saskatche- 
wan, that approximately twenty persons had taken suddenly and violently ill 
after eating their noon meal at a café in Prince Albert. The inspector, after 
preliminary inquiry in consultation with the medical officer of health, had seized 
the remains of the dessert served—‘pineapple trifle’—and sent a sample to the 
Provincial Laboratory for analysis and bacteriological study. The medical officer 
of health ordered the café to be closed. 


Preliminary Investigation 


The story, as given over the telephone, presented a typical picture of food 
poisoning as a result of the enterotoxin of staphylococcus. The Provincial 
Epidemiologist visited the café in question, accompanied by the local medical 
officer of health and the sanitary officer. The proprietor of the café and the 
kitchen help were Chinese; the serving staff were white Canadian girls. They 
co-operated well and seemed anxious to learn methods of avoiding future out- 
breaks. All the employees were examined for evidence of communicable disease 
or any infected lesions of the skin, particularly on the hands, arms, ears, nose 
and throat. All appeared healthy; all were cleanly and wore fresh clothing. 
The premises were well lighted and ventilated and had been recently redecorated 
and modernized. A few cockroaches were found, but, everything considered, 
the café was well above average for cleanliness and appearance. 

The local authorities reported that all cases had eaten the “pineapple trifle”. 
It was decided to take samples of all ingredients used in making the dessert, and 
send these to the Provincial Laboratory for examination. 

The pudding had been prepared about 9 p.m. on January 6th. It was made 
from left-over cake, and cornstarch mixed with sugar, milk and pineapple. It 
had then been held, unrefrigerated, for approximately 18 hours prior to serving. 

A number of the cases were from the nearby village of Paddockwood and 
had been too ill to return home. Three of these were located in the Avenue 
Hotel and gave the following history: About one to four hours after eating their 
noon meal at the café, they were taken with extreme nausea and violent vomit- 
ting accompanied by persistent diarrhoea. Cramps were marked in some cases, 
absent in others. These symptoms had lasted from two to six hours, leaving 
the patient in a state of shock, and still weak and unable to eat anything the 
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following day. This picture was typical, and from the information available 
it was decided as a working hypothesis that the pudding was the offending 
article of food. After all remaining pudding had been seized, the local authori- 
ties advised that it would be safe to reopen the café. Prior to this, the kitchen 
staff were instructed on the dangers of incurring staphylococcus infection of 
foods by leaving them unrefrigerated for any length of time. 

While gathering data during the remaining portion of that day and the one 
following, the epidemiologist, the local medical health officer, and the sanitary 
officer interviewed as many cases as possible and collected detailed information 
as to the foods eaten. It proved much easier to find cases than it was to find 
the controls, particularly as it was necessary to visit the village of Paddockwood 
and outlying farms—some as much as thirty miles distant from Prince Albert. 
Hearsay evidence was not considered. However, as it was not possible to find 
all the cases, the evidence of someone who had actually lunched with the person 
in question was considered adequate. The Humphries Clinic and the two hospi- 
tals were most co-operative in furnishing information. 

Thirty-eight cases were found, all of whom presented the same clinical 
picture with the exception of a young girl of 15, who became sick eight hours 
after eating and after vomiting twice was perfectly well. The name, address, 
age, sex, time of eating, time of onset, symptoms, duration of symptoms, and 
details of food eaten were noted for all cases. 

A typical example of a family affected was the “X” family from Paddock- 
wood. Mr. and Mrs. “X”, with their two children, and accompanied by Mr. and 
Mrs. “Y”, had lunch at the restaurant. Mr. and Mrs. “Y” became violently ill 
and were taken to the hospital within two and one half hours after their meal, 
which had included the “pineapple trifle’. Mr. and Mrs. “X” took ill at approxi- 
mately the same time and had to receive medical care, remaining in the hospital 
overnight. They, also, had partaken of the trifle. Their two children, aged 3 
and 5, chose ice cream rather than the trifle and remained perfectly well. 

Mrs. “K” was in town with her ten-year-old son. An hour and a half after 
eating her meal—which included the trifle—she became violently ill, the symp- 
toms lasting for four hours. . Master “K” chose ice cream and was perfectly 
well. 

The information collected showed that the foods eaten which were common 
to all cases appeared with the following frequency: Pudding, 99-+- per cent; 
soup, 76 per cent; mashed potatoes, 75 per cent; diced beets, 69 per cent. Of 
the 27 controls, complete data could be obtained in only 16 cases. However, it 
was definitely established that none of the remaining 11 had eaten pudding. Of 
the 27, three stated that they had eaten the pudding without suffering any ill 
effects. Two of these latter cases were employees of the café. Among the con- 
trols, food items which occurred with the greatest frequency were as follows: 
Pudding, 10 per cent; soup, 53 per cent; potatoes, 53 per cent; and beets, 53 
per cent. From these figures, therefore, it would appear that the pudding was 
the offending item served that day at the restaurant; the evidence being that 
everyone that became ill had eaten the pudding—with the exception of the one 
case which did not appear typical of enterotoxin poisoning. This patient stated 
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that she did not think that she had become ill because of anything she had 
eaten, but rather because of association with several of the cases whom she had 
helped to look after. Ninety per cent of the controls did not eat the pudding 


and were not ill. Ne other food showed this striking difference between cases 
and controls. 


DISTRIBUTION OF COMMONER Foops AMoNGsT CASES AND CONTROLS 





Soup Potatoes Beets Pudding 
S| | ae eaRro | | —— ———  Potal Cases 
Per Per Per Per |and Controls 
CASES No. | cent | No. | cent | No. | cent | No. | cent 
25 76 25 75 22 69 37 100 38 
CONTROLS 9 53* 9 53* 9 53* 3 10 27 


*Complete information only available for 16 controls. 

Percentage is based on the number who ate the particular food and the total number of 
cases or contacts for whom complete information as to foods eatten was available. 

Average incubation period—two and one-third hours. 

Average duration of main symptoms or stage of most discomfort—7.3 hours. 


LABORATORY FINDINGS 


The samples sent to the Laboratory consisted of the cake and cornstarch 


portion, the pineapple, cornstarch powder from the carton, and meringue 
powder. 


Chemical Analysis 


The pudding was investigated for the presence of chemical contaminants. 
It was negative for the presence of cadmium, fluoride, and arsenic. 


Bacteriological Analysis 

The pineapple and the cornstarch showed no growth on culture, but the 
pudding itself grew large numbers of Staphylococcus aureus and albus. Staphy- 
lococcus aureus and albus were also found in the meringue powder. (Meringue 
had been added to the trifle just prior to serving. It was made up shortly be- 
fore and had been kept in the refrigerator. No samples remained at the time 
of the investigation.) Staphylococcus aureus, isolated from the pudding, gave 
a positive coagulaze test. The remainder of the staphylococcus organisms in 
both pudding and meringue powder were negative for this test. Pneumococci 
were also found in the pudding. The Staphylococcus aureus filtrate was pre- 
pared following the technique used by Dolman, and injected into a kitten. This 
kitten become violently ill within a period of less than two hours, exhibiting the 
typical symptoms described by Dolman."? It died between 24 and 48 hours later. 
A Staphylococcus aureus filtrate prepared from the meringue powder had no 
effect on a kitten. 


SUMMARY 


1. An outbreak of food poisoning is described which would appear to be 
due to contamination of a dessert by staphylococcus. Thirty-eight cases and 
27 controls were investigated. 
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2. The offending food was identified by epidemiological methods, and an 
enterotoxin-producing staphylococcus organism was isolated. 


RECOM MENDATIONS 

Such outbreaks can be prevented by the following means: 

1. Education of food handlers in the understanding of the chain of events 
leading to the successful growth of staphylococcus in foods. 

2. Supervision by the sanitary officers to insure that the proper hygienic 
technique is being used in restaurants and that refrigeration is adequate and 
being intelligently applied. 

3. Prompt action by the local duthorities in procuring samples of food 
as early as possible following any outbreak so that the offending food may be 
determined and removed from the menu. 


I wish to thank the Medical Officer of Health and the Sanitary Inspector of Prince Albert 
for their co-operation in following up these cases, and also the local doctors who kindly fur- 
nished information. I am indebted also to the staff of the Provincial Laboratory for their 
co-operation in providing the laboratory investigations. 


REFERENCES 
1. Dolman, C. E.: J. Infect. Dis., 1934, 55: 172. 
2. Dolman, C. E., Wilson, R. J., and Cockcroft, W.H.: Canad. Pub. Health J., 1936, 27: 489. 


CORRECTION 


In the article “An Epidemic of Septic Sore Throat at Salmon Arm, B.C.”, 
published in the November issue, the sentence on page 422, beginning on line 6, 
should have read: “Subsequently the ‘A’ cow again developed acute mastitis 
following an injury to the udder.” 
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MORTALITY REDUCTIONS IN ONTARIO 
1900-1942 


V. DIPHTHERIA 


J. T. PHAIR, M.B., D.P.H. 


Deputy Minister of Health 
Province of Ontario 


AND 
N. E. McKINNON, M.B. 


Department of Epidemiology and Biometrics 
School of Hygiene, University of Toronto 


T HE decline in diphtheria mortality in Ontario from 33.9 per 100,000 in 

1900 to 6 in 1930 and to 0.4 in 1942 accounts for over one-fifth of the total 
decline in mortality in that time in the 1-4 age group, one-third of that in the 
5-9 age group, and nearly one-fifth of that in the 10-14 age group, as well as 
contributing to the declines in mortality in infancy and in later adolescence 
(1,2). The decline, slow and interrupted in the pre-toxoid years, became strik- 
ingly precipitate with the general application of active immunization. This is 
common knowledge, but, in the Ontario experience preceding the use of toxoid, 
there are other features—failures—recognition of which is essential to sound 
public health and medical practice to-day. There are other reasons, too, for 
presenting again (3) at this time the record in Ontario: An increase in diph- 
theria in the past year in many parts of this continent, including this country and 
this province, constitutes a threat to any area where immunization has not been 
attained and maintained at a high level. Schick testing in the Canadian 
Army (4) showed immunity in only one-half, approximately, of young adults 
(the troops’ information regarding their receipt of toxoid in civilian life was far 
too uncertain to warrant any estimate of the proportion who had had that 
advantage ; the general impression, however, was that it was small). Similarly, 
Dr. P. S. Campbell (5), Chief Health Officer, Nova Scotia, reported in 1941 
that, on Schick testing students in Dalhousie University and in the Provincial 
Normal School, as well as other adult groups, the large majority were found to 
be Schick-positive. In certain Canadian cities where records of immunizations 
are available they show the number immunized annually in recent years to be 
less than half the births; a large part of the child population is at present there- 
fore highly susceptible. The Service experience showed, too, that death from 
diphtheria occurred occasionally even though medical attention was constantly 
at hand for complete supervision and immediate diagnosis and treatment. Here, 
then, in the plate are shown the reported diphtheria mortality rates, 1880 to 1943, 
and the morbidity rates, 1901 to 1943. 

Looking at the line representing the morbidity rates, it is immediately ap- 
parent that it divides itself naturally into two parts—before 1930 and after. Until 
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that year the rates maintain a general level, marked, not by any significant or 
sustained decline, but rather by a very pronounced upward swing around 1920, 
in which year and in 1921 the rate rose to higher peaks than it had reached in 
the previous twenty years. Following this, the rates dropped back to the pre- 
vious level, which they held until about 1930 when a precipitate decline set in, 
carrying them from the level of 100 per 100,000 down to the neighborhood of 
2 in the course of ten years. It is the first part of the line showing no decline 
which calls now for emphasis, even at the expense of repetition (3). 

What measures were available and applied in the effort to control diphtheria 
in this period? Notification had been introduced in some of the larger cities 
in the nineties, so that when it was adopted throughout the Province in 1901 
the practice was fairly well recognized and established; the public and the pro- 
fession were very well acquainted with diphtheria and its mortality, they feared 
it and sought any assistance that public health might give; consequently, cases 
diagnosed as diphtheria were faithfully reported, the degree of accuracy and 
completeness of the reporting far exceeding that in any other disease. In the 
larger cities, isolation hospitals existed or were built and were used for the 
larger part of the local cases. In rural Ontario and in the towns, isolation of 


PER 100,000 


RATE 





Although, in the pre-toxoid period, the rate of decline of diphtheria mortality in infancy 
was slightly greater than at other ages and, on the introduction of toxoid, the rate of decline 
was at first most marked in the school age group, the line showing the rates for all ages 
combined is fairly representative of the decline in each age group. 
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the case in the home was the rule. The efficiency of such isolation could only 
be what might be expected from some meagre understanding of the nature and 
means of spread of diphtheria and without the help of public health nurses. 
Throughout Ontario, the incriminated household was promptly placarded, and 
quarantine of contacts was rigorously applied. In 1916, diphtheria antitoxin, 
available by purchase since the late nineties, was supplied to every physician 
without stint and without cost by the then Provincial Board of Health, and its 
wide use as a prophylactic as well as a therapeutic measure was strongly en- 
couraged. Laboratory services, entirely free, were developed, so that in the 
twenties by far the larger part of the Ontario population (about 3,000,000) was 
well and, for that time, efficiently served. Swabs of the case and of home and 
often of school contacts were taken by either the physician or the public health 
authority and reports of cultures were quickly returned. Medical students, either 
as a result or in spite of their instruction, carried away the very fixed idea that 
“control” (!) of diphtheria consisted of diagnosis, clinical and bacteriological, 
isolation of the case, administration of antitoxin to the case and to contacts, tak- 
ing cultures of contacts, and notification of the case by the physician—and, by 
the public health authority, placarding of the household, and quarantine of con- 
tacts, coupled with taking cultures of contacts outside the household, when 
indicated. 

In spite of the very determined effort to control diphtheria through all these 
measures, morbidity did not decline ; it remained at its previous high level. It is 
possible, as has been discussed previously (3), that certain influences may have 
obscured the effects of the measures applied. Urbanization and generally increas- 
ing possibilities for contact through changing habits of life with vastly improved 
travel facilities may well have increased morbidity and thus offset reductions. 
The development and use of laboratory facilities and the changing concept of the 
disease may have allowed the inclusion of cases that would not have been di- 
agnosed as such previously. The inauguration of school medical services and 
the provision of public health nurses and school nurses in some cities may have 
brought to light cases otherwise missed. It is difficult to appraise the influence 
of such factors in maintaining the level of the rates. Whatever that might be, 
however, the high peaks in 1920 and 1921 in both morbidity and mortality show 
indubitably that the measures taken, placarding and quarantine, free distribution 
of antitoxin for prophylaxis as well as treatment, swabbing, etc., did not achieve 
control. Failure must be admitted. 

In the light of fuller understanding, this failure to control morbidity is not 
surprising. It is common knowledge, and has been thoroughly demonstrated 
and established (6), that contacts of known cases are infected to a much higher 
degree than are the general population, that they suffer much higher attack rates 
and are powerful spreaders of disease. Their quarantine is thus, from that 
standpoint, an eminently logical procedure. But it is also a fact that when 
diphtheria is strongly prevalent, as it was in those years, identified contacts of 
known cases yield only the smaller part of the total cases (7), the larger part 
developing from contact with unidentified and unknown sources in the general 
population. Quarantine of the known sources, relatively few in number in con- 
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trast to the many unknown, and in spite of their very high potentiality for spread- 
ing disease, could have only a limited effect on the over-all picture. Whether 
routine quarantine of known contacts, providing the smaller part of the whole 
problem, merited its cost and its disadvantages is a question. Could the cost 
be expended to better advantage or could quarantine be applied, and with wise 
discrimination, only in those circumstances in which it could be reasonably ex- 
pected to yield relatively substantial results? At the very beginning of an out- 
break or in isolated instances it could, conceivably, be a highly effectual means 
of control. After an outbreak is under way, according to the Ontario experience, 
its value must be limited. Be that as it may, the record shows that, in Ontario, 
control of morbidity was not obtained until toxoid was widely used. (Toxoid was 
introduced in 1926 but its use and its effects did not become widespread until 
about 1930.) 

The line for the mortality rates shows a very gratifying decline previous to 
1930 but neither the introduction of antitoxin nor the application of quarantine 
regulations nor the free distribution of antitoxin is specifically reflected by any 
marked acceleration in the rate of decline. This is not to say that antitoxin had 
no influence on mortality in diphtheria or was without results. Far from it! The 
influence, however, in the field practice of the day was not sufficient to be re- 
flected immediately on the already declining mortality rate. On the other hand, 
the high mortality rates in 1920 and 1921 show clearly, and beyond all question, 
the essential lack of control, even of mortality. A survey (8) made in 1921 re- 
vealed the reasons for such failure of an efficient agent. The physician was not 
called until too late or diagnosis was delayed for other reasons. This failure 
of the free distribution of antitoxin adequately to control mortality is more readily 
understandable now in view of the fact that in the Services, with the troops con- 
stantly under complete medical surveillance, death from diphtheria, as intimated, 
did occur occasionally. Some delays in diagnosis with consequent deaths are 
thus inevitable, human, even under the most favourable conditions. The accum- 
ulated experience, therefore, teaches clearly that control of mortality is de- 
pendent on control of morbidity, a control that was not accomplished until toxoid 
was used. 

The utter failure to control diphtheria morbidity through quarantine, swab- 
bing, and the free and unlimited distribution of antitoxin and the failure ade- 
quately to control mortality do not prompt much hope that adequate general con- 
trol can be achieved through analogous practice in any other disease for which 
an efficient prophylactic or therapeutic serum is or may become available. While, 
in measles for instance, more time is allowed for the use of the anti-serum and 
while, in order to prevent mortality, such prophylaxis can be limited to smaller 
and possibly practical numbers, and to well-defined groups and circumstances, 
the failures in diphtheria raise doubt that the results of even the free supply of 
serum in the field would be at all commensurate with its high degree of efficacy 
in specially selected cases. Recognition of this fact should encourage rather than 
deter the fullest and discreet use of serum, the only specific available at the 
present time. 
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SUMMARY 


In the Ontario experience, control of morbidity or mortality from diphtheria 
was not obtained by the rigorous application of quarantine regulations, swabbing 
of known contacts and the free distribution of antitoxin. These measures fell 
very far short of control. Mortality was not controlled until morbidity was con- 
trolled, and morbidity was not controlled until toxoid was widely used. A large 
part of our child population apparently has not been immunized and is 
susceptible. The increase in diphtheria in this country at the present time, there- 
fore, constitutes a threat which permits no complacency. The threat can be met, 
according to the Ontario experience, only by prevention through active immuni- 
zation and re-immunization. 
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ATTENTION TO DIPHTHERIA 


ee after the 1914-18 war, diphtheria in Canada, the United States, 

and Europe rose to peaks higher than had been experienced for some years 
previously. All efforts to control the violent upward swing failed to stop it, if 
indeed they impeded it to any significant degree. It ran its course unchecked in 
spite of our “control” and took its toll of thousands (over 4,000 in Canada, 1920- 
21) ; there was no toxoid then. A few years after this unhappy and humiliating 
experience, toxoid came into the field and diphtheria rates fell quickly to levels 
lower than even the most sanguine proponents of toxoid had ever anticipated. 
For the first time, control was actually achieved. In the intervening years, how- 
ever, full advantage has not been taken of this means. The continued existence 
of inadequately controlled foci in some centres, the general increase in diphtheria 
in the United States and Canada in the past year, the deaths occurring recently 
in the Ottawa area, and the facts as emphasized in this issue, that immunization 
of the children in Canada has been far from complete and that control of mortality 
is dependent on control of morbidity, should serve to stimulate renewed effort 
generally throughout the country. Any lag in immunization that has accum- 
ulated from apathy or complacency or a false sense of security or pressure of 
other problems should be overcome. If this is done, not only will the present 
threat of diphtheria be met, but, in contrast to the high peaks of the other post- 
war period, still lower rates than have yet been recorded can be confidently 
anticipated. 

Twenty years ago the control of epidemics, of severe outbreaks, of diphtheria 
appeared a reasonable and worthy objective. As a result, there may have been 
a tendency in some places to press immunization only to that proportion of pre- 
school and school children considered necessary to achieve that objective. That 
day has passed. A few cases and one or two deaths now arouse more public 
concern than did thousands of cases and hundreds of deaths two decades ago. 
This is all to the good; it is progress. The only acceptable objective now is the 
widest possible control. This includes practically all diphtheria in childhood and 
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in selected adult groups—nurses, physicians, medical students and hospital staffs. 
Any diphtheria in any of these groups indicates failure which can hardly be con- 
doned though it may be as difficult to place the blame as to credit the control. 
The need for the recall dose in childhood and school life is now generally recog- 
nized. In spite of the present difficulties in the immunization of adults, it may 
be necessary under special circumstances to extend the re-immunization program 
more widely. While the complete eradication of diphtheria is highly optimistic 
and possibly impractical at present, nevertheless a very high degree of control, 
higher than any yet achieved, is eminently practical. The occurrence of any case 
in any community lacking adequate immunization is a threat of further cases 
and deaths and permits no complacency. Adequate control of diphtheria has not 
been achieved through any measures apart from adequate, active immunization. 
The recent increases in morbidity and mortality show that to whatever degree 
active immunization has not been sufficient in any community, that community 
is vulnerable to attack. 


JOHN JOSEPH HEAGERTY, M.D., C.M., D.P.H. 


FTER a brief illness, Dr. J. J. Heagerty died in Ottawa on February 7th. 

He had been actively associated with Federal health activities from 1911. 

A graduate in medicine of McGill University in 1905, Dr. Heagerty first 
served the Federal Government as bacteriologist at Quebec in 1911. Choosing 
public health as his career, he took post-graduate work at McGill, receiving the 
Diploma in Public Health in 1912. He then became head of the quarantine 
hospital at Grosse Isle, Quebec, continuing in this appointment until 1919, except 
for a short period when he acted as quarantine officer at Saint John, New 
Brunswick. 

With the establishing of the Federal Department of Health in 1919, Dr. 
Heagerty was selected by Dr. John A. Amyot to serve as chief of the newly 
created Division of Venereal Disease Control. He became Executive Assistant 
of the Department on July 1, 1928, and was appointed Director of Public Health 
Services on April 1, 1938. On his retirement from that post in December 1945, 
he was named Special Assistant to the Deputy Minister of Health. 

During these years, Dr. Heagerty saw the pendulum of public health swing 


* forward and backward, for they included not only the period of the initial ex- 


pansion of the Department of Health following its establishment, but also the 
ten years of the depression. The Division of Venereal Disease Control, which 
was assisted to a high degree of usefulness by his lecturing and organizing ability, 
was discontinued and not re-established until the second world war revealed the 
urgency of the need. The Division of Child and Maternal Hygiene was also 
disbanded during the depression. During that period, Dr. Heagerty carried the 
responsibilities of three senior medical administrative positions in the Depart- 
ment, and his was indeed a difficult task during the years of retrenchment. In 
1937 the Division of Child and Maternal Health was re-established and three 
other divisions were authorized, largely because of his representations. The be- 
ginning of the second world war again caused a marked reduction in the financial 
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support of the Department, and the work of a number of the divisions was almost 
disbanded. Fortunately, Dr. Heagerty lived to see new divisions established at 
the close of the war and the Department’s possibilities for usefulness greatly ex- 
panded. 

Following the outbreak of war in 1939, Dr. Heagerty devoted himself in- 
creasingly to the study of health insurance. When the Federal Government 
directed that a study of health-insurance plans be made, he was appointed chair- 
man of the Advisory Committee on Health Insurance which was created by 
Order-in-Council on February 5, 1942. During the following months, with a 
committee composed of members from different governmental departments, and 
with the able assistance of Mr. J. T. Marshall, Chief of the Vital Statistics 
Branch in the Dominion Bureau, he compiled a massive volume of 558 pages 
presenting, in addition to the Draft Bill on Health Insurance, a historical survey 
of health insurance, outlines of national health-insurance plans in operation in 
various countries, a statistical survey of public health in Canada, and the sub- 
missions to the Advisory Committee from various organizations. This report 
was presented to the Special Committee on Social Security of the House of 
Commons on March 16, 1943. Dr. Heagerty was a master hand at drafting 
legislation, and health-insurance legislation appearing on the statute books of 
Canada will bear the impress of his personality and will reflect his active concern 
for the health and happiness of his fellow-citizens. 

Dr. Heagerty early established himself as a medical historian, and he will be 
remembered for his accomplishments in this field as well as for his leadership in 
public health. In 1928 he published a two-volume work entitled “Four Centuries 
of Medical History in Canada,” which was the result of years of study of the 
historical records available in Ottawa, Montreal, and Quebec. This monumental 
task, which was undertaken in addition to his exacting Civil Service duties, in- 
volved painstaking research to obtain original documents covering the very early 
days of Canadian history. To-day, few would attempt such an undertaking, even 
though commissioned to do so and given every assistance. Much of the material 
which he gathered remained unpublished, but in later years the extent of these 
records was revealed in public lectures and in a series of radio presentations 
dealing with the early history of Canadian medicine. In 1940 he made a further 
contribution to medical literature with the publication of his “The Romance of 
Medicine in Canada”. 

In the King’s Birthday Honours List of 1943, Dr. Heagerty was made a 
Companion, Imperial Service Order (1.S.0.), a well-deserved recognition of 
his thirty-odd years of outstanding service as public health leader and medical 
historian. 
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PUBLIC HEALTH EDUCATION 


FIGHTING CHILDHOOD'S FOE* 


DR. KATHARINE M. HIRST 


Acting Medical Officer of Health 
Borough of Islington 
London, England 


IPHTHERIA immunization has 

been carried out in the form of 
free treatment for a number of years 
in the Borough of Islington, London, 
mainly through municipal clinics and in 
elementary schools by the London 
County Council and school doctors, and 
also by private practitioners to whom 
the borough supplies the immunizing 
material free of charge. During the 
war, in spite of difficulties, the clinics 
were maintained and attendances even 
increased, especially during the time 
of repeated air-raids, when children 
were congregated in shelters night after 
night, and parents realized the danger 
of the spread of infections. 

The proportion of children immun- 
ized rose steadily during the war until, 
by the end of 1944, it was estimated 
that 80 per cent of the school children 
(i.e. children over 5 years of age), and 
50 per cent of the children under school 
age were immunized, or had been tested 
and shown to have a negative Schick 
reaction. The percentage of school 
children may be regarded as reasonably 
satisfactory, but it is evident that a 
higher proportion of the pre-school 
children should be immunized if the 
danger of epidemic spread is to be mini- 
mized. 

Parents’ Consent 

Immunization in Britain is not com- 

pulsory and there are obvious diffi- 


culties in persuading the parents of 
young children to obtain immunization 
voluntarily. For the older children, 
immunization is carried out at school. 
All that is needed is to obtain the par- 
ents’ consent, and then, with the co- 
operation of the school teachers, clinics 
can be arranged in school hours with- 
out further trouble to the parents and 
without requiring the attendance of the 
mother. For the pre-school child ihe 
parents must first be visited or written 
to and their consent obtained, and then 
the mother must be asked to bring the 
child on a particular day at a particular 
time to a clinic which may be some little 
distance from her home. A certain 
amount of waiting at the clinic is una- 
voidable, and she must make at least 
two attendances. 

It was realized that wartime con- 
ditions made it difficult for some 
mothers to bring these young children 
to a clinic. Many mothers were on 
whole-time or part-time war-work ; for 
others, wartime shopping often meant 
spending many hours standing in 
queues ; living in war-damaged houses 
added to the mother’s work, and 
neighbours and friends, themselves 
often busy with war-work, were not 
available to help or to mind a young 
baby while a mother went to a clinic. 
Altogether it was often impossible for 
a busy, harassed mother to find time or 


*The United Kingdom Office, Ottawa, is to be congratulated on making available to 
Canadian journals brief articles in many fields. The majority of the articles on public 
health are not intended for publication in scientific journals, but the Editorial Board be- 
lieves that medical officers of health throughout Canada will be interested in Dr. Hirst’s 
account of the efforts of the Borough of Islington to extend the use of diphtheria toxoid. 
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energy to take her children to be im- 
munized. Others, of course, were per- 
haps not sufficiently interested to 
make the effort. 

It was decided, therefore, to organize 
a special campaign for the immuni- 
zation of young children, and that the 
principal feature of this, campaign 
should be a travelling clinic in which 
children could be immunized practically 
on their own door-steps without any 
waiting and with the minimum of 
trouble to the mother. The mobile 
clinic in Islington was originally plan- 
ned by Dr. Freeman, Islington’s Medi- 
cal Officer of Health, to begin work 
in the summer of 1944, but about that 
time, after a raid-free period, the Ger- 
mans began using the flying-bomb 
against London. It was obviously 
impossible to hold clinics in the streets 
under such conditions, and the project 
had to be temporarily abandoned, but 
was revived some twelve months later. 


Vigorous Campaign 

The campaign opened with the exhi- 
bition of a short film on immuniza- 
tion at all cinemas in the borough for 
three days during the month of April. 
In May, specially designed posters were 
displayed throughout the borough 
drawing attention to the dangers of 
diphtheria. About the same time a 
short article by the Acting Medical 
Officer of Health was published in the 
local newspaper announcing the new 
mobile clinic ; and newspaper advertise- 
ments and talks by health visitors to 
mothers at welfare centres and in their 
own homes, further stimulated interest 
in immunization. 

The mobile clinic began work at the 
end of May, and continued for the next 
two months. The borough was divided 
into a number of districts, and a motor 
car fitted with a loud-speaker toured 
such district before the visit of the mo- 
bile clinic. Well-populated side streets 
were chosen, and the car drove slowly 
along a street while lively music was 
played on a gramophone fitted to the 
loud-speaker. When people opened 
their doors and windows to see what 
was going on, the car drew up, the 
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music stopped, and a short message 
from the Medical Officer of Health was 
broadcast through the loud-speaker, 
particularly pointing out the danger 
of diphtheria to young children, and tel- 
ling people that a mobile clinic for diph- 
theria immunization would come to 
that street at a certain time the next 
day—or perhaps later the same day. 
This was repeated in several streets in 
one locality. The next day or the 
same evening the mobile clinic, together 
with the loud-speaker car, drove to that 
locality, arriving in each street at the 
time that had been announced before- 
hand. While the doctor and the nurse 
were at work in the clinic, the loud- 
speaker car drove up and down the 
neighbouring streets, again playing mu- 
sic to attract attention, and then broad- 
casting short messages telling people 
just where the clinic was standing and 
how long it would be there. At the 
same time assistants talked to mothers 
and fathers in the street or in their 
doorways, encouraging them to over- 
come any hesitation and take their 
children to the clinic while it was in 
their street. In this way five or six 
pre-arranged stops would be made in 
the course of a morning or evening’s 
work, and from 30 to 80 children would 
he treated, the number depending on 
the weather and the response of dif- 
ferent localities. 

The vehicle used as a mobile clinic 
was a single-deck motor coach which 
had been stripped of its seating and 
adapted for this purpose. The mothers 
and children entered by a door near tie 
front of the coach. This front part had 
been partitioned off to form a small 
office where each mother signed a form 
agreement to her child’s being immu- 
nized, and a clerk filled out the neces- 
sary record card for each case. The 
mother and child then went through 
into the larger rear part of the coach 
which had been simply equipped as a 
clinic. Small tables bolted to the floor, 
a couple of chairs, an oil-stove, and a 
portable wash-basin were all the furni- 
ture that was necessary. Syringes, 
needles and dishes were sterilized before 
the clinic started out, but needles could 
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also be re-sterilized as required, on 
the oil-stove. 


Gifts of Sweets 

One important item of equipment in 
the children’s eyes was a big jar of 
sweets. Even under war conditions, 
with rationing of chocolate and sweets, 
the Government has allowed special 
permits for sweets for diphtheria-im- 
munization clinics. With his eyes on 
that jar of sweets, and the promise of 
one, even a small child disregards a 
tiny prick in his arm and goes out 
happy, while bigger children who have 
already been immunized sometimes 
look on enviously through the window 
and wish they could be done again! 
When the injection had been given, 
followed, of course, by the sweet, the 
mother carried the child out and, all 
alone, he was home again within a 
minute or two. 

The immunizing material used in the 
borough is alum precipitated toxoid 
supplied by the Ministry of Health. 
This is given as 0.2 cc. for the first 
dose, and 0.5 cc. for the second dose 
two to four weeks later. For the rare 
cases that may get a sharp reaction to 
the first dose of A.P.T., toxoid anti- 
toxin floccules are used for the sub- 
sequent immunization, and this im- 
munizing agent is also used for adults 
and the oldest children, in doses of 1 
cc., 1 ec., and 1.5 cc. at fortnightly 
intervals. Children under the age of 9 
years are not given a preliminary 
Schick test, but all cases are Schick- 
tested three months after the 1mmuniz- 
ing course of injections has been com- 
pleted. 

For children who had received their 
first injection in the mobile clinic, the 
second injection was arranged by send- 
ing postcards to the mothers when this 


PUBLIC HEALTH EDUCATION 79 


injection was due, telling them the day 
and time that the clinic would be in 
their street for second injections. 
If any children due to attend did not 
turn up at this second visit of the clinic, 
they were written to again, and, if 
necessary, visited also, and given an 
appointment at one of the fixed clinics 
regularly held in various parts of the 
borough. Similarly, a Schick test three 
months later is arranged at one of the 
fixed clinics in the neighbourhood. 

The mobile clinic operated for four 
days a week during the months of June 
and July, three sessions in the late after- 
noon and one in the morning each week. 
In all, 36 sessions were held and 1,017 
children received their first injection 
for diphtheria immunization in this 
mobile clinic. Of these more than 700 
had completed their immunizing course 
at the close of the special camipaign, 
and arrangements were made for the 
remainder to be given appointments to 
complete their course at one of the 
fixed clinics. It is probable that the 
great majority of these children would 
not have presented themselves for iin- 
munization but for the work of the 
mobile clinic. Moreover, this was not 
the full effect. During the time that the 
mobile clinic was in action, the atten- 
dances at the regular fixed immuni- 
zation clinics noticeably increased. 
There is no doubt that the mobile 
clinic and its attendant loud-speaker 
car travelling all over the district 
formed a striking and effective method 
of propaganda and made the population 
of the borough “immiunization-con- 
scious” to a degree that could hardly 
have been achieved by any other 
method. It is hoped that it will prove 
possible to repeat the program during 
next summer, possibly for a longer 
period. 








British Columbia 

Dr. J. S. Cutt, formerly Assistant Pro- 
vincial Health Officer, has been appointed 
Deputy: Provincial Health Officer. 

Dr. J. M. Hersuey, Director of the Cen- 
tral Vancouver Island Health Unit, has 
been appointed Assistant Provincial Health 
Officer. 

Miss E. M. Y. Love, formerly Messing 
Officer with the R.C.A.F., has succeeded Miss 
Mary Baldwin as Senior Nutrition Con- 
sultant. 

Mr. A. R. Peers has been appointed Sani- 
tarian with the Provincial Board of Health, 
in charge of tourist and auto camps. Before 
his release from the Army, Captain Peers 
was in the office of the Assistant Director 
of Hygiene of Army Headquarters in Hol- 
land. 

Miss K. McNEvIN has been appointed to 
the Provincial staff as Health Education 
Consultant. 

K ok ~ 

THE FeperAL NutriTION DEMONSTRATION 
TEAM, comprised of Dr. F. W. Hanley, Medi- 
cal Officer, and Miss Edith Perkins, Nurse 
Technician of the Nutrition Division of the 
Department of National Health and Welfare, 
is holding a series of clinics throughout 
the Province. The clinics are being held at 
the request of the Province of British Colum- 
bia. Sainple groups of children in both urban 
and rural areas are being surveyed. The 
survey includes dietary studies, biochemical 
tests, and a physical examination. It is the 
first large-scale survey of this type to be 
held in Canada. 

The purpose of the clinics is to acquaint 
professional and non-professional persons 
interested in nutrition and health with their 
local problems. The work is primarily educa- 
tional, contributing to the scientific knowl- 
edge of general trends in the nutrition status 
of the whole population. 

ee 


Alberta 


Dr. Matcorm R. Bow, D.P.H., Deputy 
Minister of Health, has announced that the 
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Division of Health Education in Alberta is 
expanding its film service so that the film 
library operated by the Division will be 
easily accessible to interested groups all over 
the Province. At the same time, a means of 
better co-operation with school teachers in 
the health-education field has been provided 
thrqugh a monthly news letter in the Alberta 
Teachers’ Association Magazine. This fea- 
ture is designed to keep teachers iaformed 
on new developments and aids in health 
education, as well as to provide answers for 
their specific problems. 
* ok * 

ALBERTA’S HOSPITAL SERVICE is also ex- 
panding continuously. Six new municipal 
hospitals are under construction at the pres- 
ent time and sixteen more hospital districts 
are planning to come under the Municipal 
Hospitals Act. 

x ok * 

THE DIVISION OF ENTOMOLOGY is Continuing 
to develop its program. Mr. J. H. Brown, 
M.Sc., Director of this Division, obtained a 
travelling fellowship from the International 
Health Division of The Rockefeller Founda- 
ton last fall, and over a period of two months 
he visited thirty-eight States, observing the 
entomological work being done at State, 
Federal and university public health fabora- 
tories. Considerable, time was devoted to 
study of rat-control methods, with particular 
attention to suitable means 


their invasion into Alberta. 
* * * 


of preventing 


Saskatchewan 

Tue DEPARTMENT OF Pusitic HEALTH has 
acquired a Norseman aircraft to provide 
emergency air ambulance service in Sas- 
katchewan south of Prince Albert. (Service 
in the northern area will be provided by 
aircraft of the Department of Natural Re- 
sources.) According to Pilot Keith Malcolm, 
of the Norseman ambulance, the great pro- 
portion of landings to pick up patients will 
be made on unprepared fields. The condition 
of the patients will in many instances 
necessitate low-altitude flying. The service 
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has been provided to transport emergency 
cases to medical service and hospitals, 
and a flat rate of $25 per flight is being 
charged. Calls will be accepted by the De- 
partment’s Medical Services Division if they 
come from physicians or other designated 
responsible persons. 

The Mental has 
acquired three former R-C.A.F. ambulances 
for transportation of mental patients. The 
motor ambulances will be used in preference 
to trains and buses and will provide privacy 
not possible on public vehicles. 

* * +. 

Dr. Henry S. Doyzie, D.P.H., has been 
appointed Director of the Division of Com- 
municable Diseases, succeeding Dr. F. C. 
Middleton, who will retire shortly on super- 
annuation. Doctor Middleton joined the De- 
partment in 1916. 

Doctor Doyle graduated in medicine from 
the University of Toronto in 1936 and re- 
ceived the Diploma in Public Health in 1945. 
He served with the armed forces from 1940 
until late in 1945 and was overseas in 1941 
and 1942. At the time of his release from 
service he was Principal Medical Officer, No. 
2 Air Command, R.C.A.F., Winnipeg. 
Doctor Doyle was previously with the De- 
partment of Public Health of Toronto as 
house physician and senior resident physician 
of Riverdale Isolation Hospital. He also 
spent a year on the staff of Toronto Western 
Hospital. 


Division of Services 


a + * 

FULL-TIME PUBLIC HEALTH SERVICES will 
be set up in two of Saskatchewan's fourteen 
proposed health regions as soon as personnel 
becomes available, the Saskatchewan Health 
Services Planning Commission reports. The 
two regions are Swift Current (No. 1) and 
Weyburn-Estevan (No. 3), with a combined 
population of about 105,000. 

* * * 

Tue DEPARTMENT OF PusBLIc HEALTH is 
conducting schools for food-handiers. Medi- 
cal health officers, restaurateurs and hotel- 
keepers have shown much interest in the 
schools, which are being conducted by the 
Division of Sanitation and the Division of 
Health Education. An itinerary including 


principal marketing towns has been extended 
into March and will grow as requests for 
the schools are received from local health 
authorities. 
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Manitoba 
Six FULL-TIME 
operating in Manitoba under the provisions 


HEALTH UNITS are now 
of the Health Services Act (1945). These 
include three new units established as of 
January 1, 1946; and three previous units 
which have been transferred to the new 
scheme. The latter are: the St. Boniface 
Unit, whose medical director is Dr. Paul 
L’Heureux; the St. James-St. Vital Unit, 
under Dr. Murray Cleghorn; and the Dau- 
phin Unit, under Dr. R. M. Creighton. One 
unit estabished prior to the Health Services 
Act still remains on the old basis; this is 
the Brandon Unit. 

The new units established as of January 
Ist are the Portage Unit, the Ste. Anne Unit, 
and the Swan Valley Unit. 

The Portage full-time Local Health Unit 
has headquarters at Portage la Prairie, and 
the medical director is Dr. Charles C. Manly, 
graduate of Manitoba Medical College and 
recently relea:ed from service with the 
armed forces. Besides the medical director, 
the staff consists of four public health nurses, 
one sanitary inspector, and clerical staff. 
The wnit includes the municipalities of North 
Norfolk, Portage rural, Cartier, St. Francis 
Xavier, and Portage City. The total popula- 
tion is approximately 25,000 persons. 

The Ste. Anne full-time Local Health Unit 
has headquarters at Ste. Anne, and the medical 
director is Dr. Gérard E. L’Etienne, graduate 
of Manitoba Medical College and recently 
Acting Medical Director of the St. Boniface 
Health Unit. Besides the medical director, 
the staff consists of four public health nurses, 
one sanitary inspector, and clerical staff. The 
unit includes the municipalities of Taché, 
Ste. Anne, Hanover, Richot and De Sala- 
berry. The total population is approximately 
22,000 persons. 

The Swan Valley full-time Local Health 
Unit has headquarters at Swan River, and 
the medical director is Dr. A. B. Searle, 
graduate of Manitoba Medical College and 
recently released from service with the armed 
forces. Besides the medical director, the 
staff consists of three public health nurses, 
one sanitary inspector, and clerical staff. 
The unit includes the rural municipalities 
of Swan River and Minitonas, the incor- 
porated towns of Swan River and Minitonas, 
and considerable unorganized ‘territory to the 
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and east. The total 
approximately 15,000 persons. 
7 * * 

Dr. E. R. Raruse has been appointed 
Director of Hospitalization under the De- 
partment of Health Public Welfare 
(Extension of Health Services). Dr. Rafuse 
is a graduate of Harvard Medical School, 
and was attached to the Saskatoon City Hos- 
pital for two years before he enlisted for 
military service. After joining the army, he 
was in command of Regina Military Hospital 
until his release 


north population is 


and 


in December. In his new 
position, Dr. Rafuse will become secretary 
to the Hospital Council of Manitoba, and 
will be responsible for all aspects of hospital 
administration under provincial 
jurisdiction. These include the supervison of 
the statutory grant to hospitals, inspection, 
annual reports, and supervision of iocal Hos- 
pital Boards. 

Mr. ArtHUR E. Turner has been ap- 
pointed accountant in the Division of Hos- 
pitalization. Formerly an accountant with the 
Old Age Pensions branch of the Department 
of Public Works, Mr. Turner served with 
the R-C.A.F. from June, 1940, until the end 
of 1945. Mr. Turner’s chief task in his new 
position is to organize and supervise the 
development of a uniform system of account- 
ing for all hospitals in Manitoba. Such a 
system will make available to the Depart- 
ment uniform reports and financial state- 
ments, and will be a more accurate basis for 
computing grants, compiling statistics, and 
keeping Departmental records. 

* * * 


coming 


TWENTY-ONE STUDENTS are attending the 
first school for practical nurses, which opened 
January 14th in Winnipeg, under the super- 
vision of the Manitoba Department of 
Health and Public Welfare. This is the first 
class of students in Canada to be offered a 
course in practical nursing, conducted by a 
department of the government, and leading 
to licensure upon completion. 

The course is one year in length including 
one month of holidays. The first three months 
are spent in the classroom and the last eight 
on hospital wards. An examination in theory 
will be given at the end of the three-month 
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period, and a practical examination at the 
end of the clinical experience. 

Five hospitals are participating in the 
school for practical nurses: two in Winnipeg, 
one at Steinbach, one at Morden, and one 
at Selkirk. Courses offered by two other 
institutions have been approved by the De- 
partment of Health and Public Welfare. 

ea 

LEADERSHIP - TRAINING COURSES are now 
being conducted by the Physical Fitness Divi- 
sion of the Department of Health and Public 
Welfare. Two such courses have been held 
in Brandon, the first last November, the 
second from January 14th to 19th. A similar 
course is being planned in Winnipeg from 
February 11th to 16th, and one in Flin Flon 
sometime in March. Tihe courses include 
gymnastics, physical education, sports, games, 
and folk dancing. An assistant to Mr. Hart 
Devenney, Director of Physical Fitness, has 
been appointed in the person of Mr. George 
Nick, recently released from the R.C.A.F. 
The Director is Manitoba representative on 
the National Physical Fitness Council and 
is chairman of the National Council’s Indus- 
trial Recreation Committee. Other activi- 
ties of the Director include visits to Mani- 
toba communities, co-operation with other 
groups (such as the Manitoba Federation 
of Agriculture and Co-operation) interested 
in physical fitness and recreation, talks to 
special groups, articles and radio talks, pro- 
vision of reference library and resource 


materials, assistance to communities hiring 
leaders, and general stimulation of recrea- 
tional activity in Manitoba. 

* * * 


New Brunswick 

Tue New Brunswick Department of 
Health has announced the appointment of 
Dr. R. D. Landry as District Medical Health 
Officer for the Counties of Kent, Westmor- 
land and Albert. Dr. Landry has just com- 
pleted over five years’ service with the 
RC.A.M.C. as Major. He enlisted at the 
beginning of the war and served in England, 
France, and Belgium. 

Dr. G. C. Leger, who formerly occupied 
the post, has resigned and returned to private 
practice. 





